In the Therapeutic Gazette for May, 1897, I published fifteen cases of amputation of the rectum by Kraske's method, to which I have since added two more, making seventeen in all. Three of the patients died, giving a mortality of 17.07 per cent. Of the fourteen cases that have recovered, six have now passed beyond the three-year limit and may be considered reasonably safe from recurrence. Two of the men, in spite of the loss of the coccyx and part of the sacrum, ride bicycles with ease. Besides these the paper included a number of other cases of cancer of the rectum, operated on by other methods.
As a result of my experience in these cases, I have reached a definite conclusion as to what is the best course to pursue. Evidently after the operation the bowel must continue to be emptied of its contents. There are only three ways in which this can be done. First, in those rather rare cases in which the sphincter can be preserved and the lower end of the bowel sutured to the upper, i. e., a resection rather than an amputation of the rectum we restore the natural function of the bowel through the normal anus. Second, if the anus and sphincter have had to be removed, we can suture the sacral end of the rectum at the end of the resected sacrum, pass it through the gluteal fibers and make an artificial sphincter, or In the last two cases upon which I have operated, I have taken a further step which I think is a distinct improvement in rectal surgery, namely : after amputation of the rectum, I have completely closed the sacral end of the rectum, just as one closes the end of the intestine before making a lateral anastomosis (Figure 2) . The first advantage of this is that if the closure is a success, neither fecal matter nor infected mucus can reach the wound, and we are much more likely to obtain primary union, which greatly lessens the danger of life. Secondly, as the perineal wound is entirely closed, no escape of either feces or mucus occurs after recovery and the patient is relieved of the necessity of wearing a napkin. Thirdly, for the same reasons, we avoid any prolapse.
I have carried out this plan in two cases. I was not able to avoid infection, because in the first cases there was slight leakage, and in the second there an unavoidable dead space left at the end of the sacrum, and a slight reactionary hemorrhage. But both of these cases suffered far less from febrile reaction than I have seen after the more severe infection by ordinary methods; and both have made excellent recoveries. The second case is too recent to express an opinion as to the functional results. These, in the first case, could not be better. Seven months have passed since this operation and his physician, Dr. Bashore of Bachmansville, Pa., has recently written me that the patient is working hard at his trade as a blacksmith, and can shoe as many as six horses in a day. When one remembers that in shoeing horses a blacksmith bends far over and almost constantly, one can see the great advantage that this man has in being free from the discharge and the prolapse of a sacral anus, and the necessity of wearing a napkin. Figure  3 shows the present condition of his perineum.
I would like also to call attention to the ease with which in case 2 the upper and lower colon were examined by Kelly's tube from the artificial anus as far as the sigmoid and the transverse colon. In doubtful cases, as this was, the method will prove of great use in determining whether any operation should be done.
A brief account of these cases is as follows: (Fig. 1) . Fifty ligatures. Invagination and closure by Lembert sutures of lower end of rectum. Closure of perineal wound. On the fifth day, probably as a Out of bed on 18th day, and went home a few days after. Dr. Bashore writes: "The artificial anus answers admirably and has no disadvantages whatever. The mucus that collects in the rectum and lower colon is expelled upward. In the patient's own words: 'I feel as I formerly felt before stool; then, on bending forward, a sensation as if I had a stool, and the mucus is expelled on the bandage.' This happens about once in two days. He is in splendid physical health and has resumed active work as a blacksmith." half, with occasional blood. Was admitted to the Jefferson Hospital Dec. 20, 1897. A week before his admission I had examined the rectum in the out-patient department, by Kelly's proctoscopic tubes, and found a number of small polypi.
Three of these were twisted off and examined by Prof. Coplin, who reported that they were tubulated adenomata, which in a patient of his age usually developed rapidly into cylindrical Figure 5 .-Specimens removed in Case 2. Rectum and coccyx and part of sacrum, removed in two pieces. carcinomata. Dec. 22, 1897, I re-examined the rectum with the patient in the knee-chest position and found a larger number of even larger growths than were discovered at the first examination. The larger ones were sessile. As it was evident that it would not be possible completely to extirpate these growths, and in view of their probable development into carci nomata, I advised amputation of the rectum. Rectal operation, April 6, 1898. The ordinary Kraske operation was done, the sacrum being divided at the level of the third foramen. The prostate urethra and bulb of the corpus spongiosum and a portion of the wall of the bladder were exposed. Thirteen cm. of the rectum were removed (Fig. 5) . A small rent was made in the peritoneum, but was immediately sewed up. Immediately above the growth the rectum narrowed very sharply to a calibre scarcely larger than the forefinger. Owing to the height and small size of the rectum, there was great difficulty in invaginating the lower end. At the end of the sacrum it was not possible to draw the soft parts together, and in consequence a considerable dead space was left, which I packed with iodoform gauze. A certain amount of reactionary hemorrhage took place that night, which required several sutures to be cut and a repacking with gauze. The day after the operation his temperature was 101.8 but on the second day had fallen to 99 degrees. From then until the tenth day it fluctuated between normal and 100 degrees, but after that was entirely normal. The dead space left had slowly filled up, but was not quite cicatrized when he left the hospital, early in June. Since then it has entirely closed and he is in excellent health.
